An 18-month-old female child presented to the pediatric emergency department with dyspnea. The illness started a week before in form of cough and nasal secretion, after which she became highly febrile up to 39.5 C with a scarce oral intake. Previously on the same day she was examined by a primary care pediatrician who introduced oral azithromycin therapy.
Introduction
Burkholderia gladioli (formerly known as Pseudomonas marginata) is an aerobic gram-negative rod-shaped bacteria which causes disease in both humans and plants [1] . A B. gladioli is an opportunistic pathogen in humans, associated with hospital infections that frequently colonizes respiratory tract of patients with cystic fibrosis [2] [3] [4] and Chronic Granulomatous Disease (CGD) [5] [6] . The majority of publications regarding B. gladioli infections refers to immunocompromised patients: the case of B. gladioli osteomyelits in a 6-year-old Caucasian boy with CGD [7] , B. gladioli pneumonia in a 55-year-old woman with AIDS [2] , B. gladioli bacteriemia in a 9-month-old immunosuppressed girl with liver failure, who had previously undergone an unsuccessful liver transplantation [2] , B. gladioli panbronchiolitis with bacteremia in a 62-year-old female patient with myasthenia gravis, thymoma and immune-mediated granulocytopenia treated with tacrolimus [3] , B. gladioli associated abscess in a type 1 diabetic patient [8] and the case of B. gladioli bacteremia in a 54-year-old male with diabetes mellitus [9] .
Contrary to this, herein we report two cases of B. gladioli bacteremia in immunocompetent children without documented cystic fibrosis or in immunocompetent children without documented cystic fibrosis or immunodeficiency. no progression of the right sided infiltration. The treatment was modified by replacing ceftriaxone with intravenous vancomycin and meropenem. Oseltamivir was also added due to the suspected influenza infection which was subsequently excluded. Pairs of blood cultures were taken on the first and the sixth day, along with urine cultures. No bronchoalveolar lavage culture was taken. Forty eight hours after the modified therapy was introduced, the child became afebrile, and remained asymptomatic until her discharge on the day thirteen. On day eight, blood cultures taken during the clinical deterioration, came positive for Burkholderia gladioli. According to the antibiogram, the bacterium was susceptible to piperacillin-tazobactam, ceftazidime, cefepime, ciprofloxacin, amikacin, imipenem, netilmicin and meropenem. Monotherapy with meropenem was continued for the next seven days.
Due to the microbial isolate, further diagnostic work up was performed in order to exclude immunodeficiency and cystic fibrosis. 
Case Report Ii
A 22-month-old female child was admitted to the Department of Gastroenterology due to eating disorder, recurrent vomiting and a poor somatic and neuro-motoric development.
She was the first child of non-consanguineous parents, with a positive family history of nutrition allergies and was living in impaired social conditions. At the age of 15 months she suffered a posttraumatic fracture of the left femur bone which was treated conservatively, but was otherwise healthy. She had been eating only inadequate portions of pureed food, and automatically vomited upon consuming any solid food, without any other signs or symptoms of a gastrointestinal disease. Upon arrival, she was hypotrophic (body weight 9400 grams -c. On the fifth day of hospitalization the child acquired a respiratory system infection caused by RSV, isolated in the nasopharyngeal swab. She was in good general condition, cardiopulmonary compensated, but due to a significant increase in inflammatory parameters (CRP 262,3 mg/L, PCT 3,55 ng/ ml) intravenous ceftriaxone was introduced. By the third day of therapy she became afebrile, and remained that way for 24 hours, when she again became highly febrile, with signs of bacteremia and a systemic inflammatory disease. Her condition was further complicated by the left cubital vein thrombophlebitis, confirmed ultrasonically. Since the blood cultures taken upon the first peak of temperature came positive for Staphylococcus epidermidis, the treatment was modified by replacing ceftriaxone with clindamycin and co-amoxiclav. Although she reacted favorably to the above mentioned antibiotics, it was reported that gram negative bacteria were growing in the blood cultures taken during the clinical deterioration. The therapy was therefore modified once again, this time by introducing vancomycine and meropenem. Upon identification of B. gladioli, susceptible to piperacillintazobactam, ceftazidime, cefepime, ciprofloxacin, amikacin, imipenem, netilmicin and meropenem, monotherapy with meropenem was continued for a total of 10 days. Twelve hours after meropenem was introduced the girl became afebrile, and remained asymptomatic until her discharge on the day twenty six Discussion B. gladioli is an environmental pathogen that lives in water and soil [1] . Outbreaks of nasocomial infections may occur due to contaminated antiseptics, disinfectants, ventilators and other types of medical equipment. Moreover, person-to-person spread has been documented [10] .
B. gladioli infections in immunocompetent individuals
are rare, but still described in the medical literature: 63-yearold female with no prior pulmonary history who was being mechanically ventilated for complications of trauma [4] , 14 cases of neonatal sepsis in hospital in Ankara, Turkey, [11] , 87 cases of bacteremia in newborns in the neonatal intensive care unit in China [12] , two cases of keratitis and corneal ulcers caused by B. gladioli [13] .
Our first patient was a healthy 18-month-old female child with a history of wheezing episode who was not immunocomppromissed and was minimally exposed to invasive procedures during hospitalization. It is unlikely that the child had any form of pulmonary lesions similar to patients with cystic fibrosis or Chronic Obstructive Pulmonary Disease (COPD), which might have been niches for chronic colonisation and the source of infection. She had started antimicrobial treatment with commonly used broad-spectrum antibiotics (azitromicin and ceftriaxone) to which B. gladioli is intrisicly resistant, which could have also been a predisposition to infection [14] . The second patient was hypotrophic due to an inadequate caloric intake without documented immunodeficiency, cystic fibrosis or other chronic gastrointestinal or metabolic disease. In addition, both patients had confirmed RSV infections that could have been a risk factor for B. gladioli infection. It is known that RSV infection causes a dysregulated immune response with impaired T cell function as well as exaggerated inflammation via multiple mechanisms [15] . We are aware that there were no consequent positive blood cultures, which could have ruled out a probable specimen contamination. However, clinical presentation and favorable clinical respond to antibiotic treatment in both patients support our opinion that that the presented two cases were clinically significant bacteremia, rather than contamination. Certainly, these two cases of nosocomial bacteremia in the same clinic in a short time period suggest that source of infection could be contaminated medical equipment, hospital stuff or environment and less likely cross-infecton from other patients. These two reports provide further evidence that B. gladioli should be considered as an opportunistic pathogen in hospitalized immunocompetent patients undergoing minimal invasive and invasive diagnostic (venepunction) or therapeutic procedures (inhalation, parenteral therapy). Our results are in accordance with previous report of Dursun, et al. [11] and Zhou, et al. [12] where B. gladioli sepsis were mostly results of invasive procedures with low overall hospital mortality rate and B. gladioli infection mortality rate [11] .
In our cases, the portal of entry of the pathogen is discutabile, although it is probable that it entered via patients' skin during venepunction. It is not likely that the pathogen entered through the respiratory tract by inhalation as there was no deterioration in respiratory status of both patients. Also, both patients were healthy without chronic lung disease, so there were no pulmonary lesions as possible niches for chronic colonizers and reservoir of infection. However, no bronchoalveolar lavage was done because the patients were respiratory stable and responded quickly and successfully to antibiotic therapy. In accordance with previous literature, both patients improved after In accordance with previous literature, both patients improved after appropriate antibiotic therapy, suggesting low pathogenicity of B. gladioli for otherwise healthy children of B. gladioli for otherwise healthy children.
